Aims To report the presentation of apparent acute and transient vitreomacular traction causing reduction in visual acuity following routine cataract surgery. Methods A case series describing three patients that developed acute and transient vitreomacular traction following routine cataract surgery by experienced surgeons. No patients had any significant past medical or ophthalmic history. The patients presented shortly after surgery with reduction in visual acuity and dramatic optical coherence tomography (OCT) images suggesting vitreomacular traction. Results All three patients experienced spontaneous resolution of symptoms and clinical signs within the first few weeks after surgery. Two patients experienced continued mild metamorphopsia. Conclusion To our knowledge, this is the first documented report of such cases with associated confirmation by OCT imaging.
Cataract surgery is the most commonly performed ophthalmic operation. The incidence of sight-threatening complications is low, with more than 85% of patients achieving 6/12 or better visual acuity in eyes with no ocular comorbidity. 1 We describe three patients who presented with significantly blurred central vision after apparently routine cataract surgery. All three patients had a striking macular appearance with optical coherence tomography (OCT) imaging suggesting vitreomacular traction. In all patients, clinical appearances returned to normal spontaneously with an improvement in visual acuity and some improvement in symptoms.
Case reports

Case 1
A 72-year-old Caucasian lady attended for left cataract surgery. Visual acuity had been measured at 6/9 preoperatively and the patient had noticed no new visual symptoms since scheduling for surgery. The surgery was performed through a temporal clear corneal incision and was without incident. On waking the day after surgery, the patient noticed a 'dark cloud' in the central visual field of the left eye (LE). This failed to clear and the patient presented to eye casualty 2 days later.
The patient was otherwise fit and well and there was no relevant past ophthalmic history.
On examination, best-corrected visual acuity was Count Fingers LE. The eye was quiet with a well-centred posterior chamber intraocular lens (IOL) and an intraocular pressure of 16 mm Hg.
Fundoscopy demonstrated a spectacular appearance, with an irregular area of apparent increased choroidal visibility at the fovea, associated with localised retinal elevation and no clinical evidence of a posterior vitreous detachment (PVD) (Figure 1 ). OCT was difficult to interpret, but appeared to reveal gross foveal elevation, but no evidence of a full-thickness macular hole (Figure 2a) .
One week later she reported that her vision was starting to improve, but that she was now noticing some distortion. On examination visual acuity was measured at 6/18 with pinhole.
Surprisingly, on fundoscopy, the macula had returned to a normal appearance. There was still no clinical evidence of a PVD, and OCT confirmed a normal macular profile ( Figure 2d ).
Three weeks later, the patients' vision had improved to 6/6 with pinhole, although the patient continued to report slight micropsia.
Case 2
A 59-year-old female presented 2 days after left cataract surgery with blurred vision. She had previously been highly myopic (À8 dioptres spherical equivalent each eye) and had undergone successful right cataract surgery 6 months earlier.
Before surgery, best-corrected visual acuity was 6/6 right eye (RE) and 6/9 LE. She underwent routine phacoemulsification with IOL implant. On presentation she complained of a grey spot affecting central vision. Best-corrected visual acuity measured 6/60 in the LE. Fundoscopy revealed gross macular thickening, almost 'pouting' in appearance, with no evidence of PVD. OCT scanning demonstrated increased macular thickness, with its architecture distorted into an 'A'-shaped pattern (Figure 2b) .
Over the following week the vision returned to normal with the patient only being aware of a slight difference in image size between the two eyes. Visual acuity measured 6/9 LE, 2 months after surgery, and repeat OCT scan was normal.
Case 3
A 66-year-old male presented 1 day after routine right phacoemulsification and IOL insertion with blurred vision. He had previously undergone successful cataract surgery to the LE and had no other relevant ophthalmic history. Preoperatively, best-corrected visual acuity in the RE had been measured as 6/9.
At presentation, vision was reduced to 6/24. The eye was minimally inflamed, with one plus of cells in the anterior chamber. The macula showed marked thickening, with a 'puckered' appearance and pseudomacular hole. No PVD was present. OCT revealed Figure 1 Clinical appearance of the macula in case 1. Gross macular thickening is evident with increased choroidal transmission at the fovea. Vision gradually improved to 6/12 RE over the next 2 months. OCT at this stage was normal, but he continued to experience micropsia and distortion of vision.
Comment
We present three cases of maculopathy presenting acutely and dramatically immediately after routine cataract surgery with rapid spontaneous recovery over the following few weeks. No patients were noted to have macular abnormalities preoperatively. Surgery was performed by three different surgeons with significant experience of cataract surgery. The surgery was without incident, and there were no difficulties encountered during surgery, such as excessive depth changes of the anterior chamber. All patients received standard postoperative topical medication comprising steroid and antibiotic drops.
The clinical appearances suggested very significant vitreomacular traction. OCT scanning in each case excluded the presence of a full-thickness retinal defect.
There are several possible explanations for this phenomenon. Vitreomacular traction causing foveal elevation has been reported following cataract surgery. 2 Furthermore, full-thickness macular hole formation within a week of cataract surgery has been reported in a series of five eyes. 3 This would appear to suggest the role of vitreo-foveal traction in the early postoperative period. 4 There are also reports of re-opening of previously successfully closed macular holes following cataract surgery. 5, 6 However, there does not seem to be a strong temporal relationship between hole reopening and the time of cataract surgery in these reports. In none of these reports did spontaneous relief of vitreomacular traction or hole closure take place.
It seems likely that the cases we describe represent acute antero-posterior vitreo-macular traction after cataract surgery.
Following removal of the crystalline lens, the sudden volume change induced could conceivably be transmitted via the anterior hyaloid face to the posterior vitreous cortex. The spontaneous resolution in these cases may be the result of early postoperative return of normal ocular fluid dynamics.
It is possible that mild and transient vitreo-macular traction occurs commonly after cataract surgery. Further studies involving the use of OCT in the immediate postoperative period and B-scan ultrasonography would be needed to confirm this. If volume changes were responsible for this phenomenon, it is perhaps surprising that these findings do not occur more often.
Anecdotally some patients report the presence of floaters after cataract surgery, possibly owing to accelerated PVD development.
It is possible that in the patients we describe, there was an abnormally strong relationship between the macula and the posterior cortical vitreous, which resulted in symptomatic presentation after cataract surgery. As far as we are aware, this is the first report of such a phenomenon in the literature. Therefore we would like to suggest a name for this condition: 'A-sign maculopathy'.
